pathogen resulted in a much worse clinical scenario. Carpal and metacarpal bones were completely destructed; the radius, ulna and phalanxes were severely affected by the ongoing infection. Anaerobic cultures were negative, whereas Staphylococcus aureus was isolated in aerobic cultures. Pulverer et al. reported that Staphyloccoci are usual concomitant pathogens of actinomyces. (5) Histological findings were similar to other cases in the literature and the causative agent was Actinomyces israelii.
The treatment of actinomyces osteomyelitis incudes surgical debridement combined with a 6-12 month course of large doses of penicillin, ampicillin and sulphonamides (1-4). All of the cases but two in the literature have been successfully cured with this treatment (1-4) . Amputation is indicated for recurring cases, despite adequate treatment. Kundu et al. amputated the hand of a 33 year-old patient at the wrist (4). We performed above-elbow amputation in our case, which did not cure the problem, despite 4 antibiotic therapies. A 12 month course of oral ampicillin/sulbactam therapy was initiated.
Radical surgical intervention is inevitable in cases with recurring chronic actinomyces osteomyelitis. This paper presents the case with longest history of disease, largest soft tissue involvement and most radical surgical treatment.
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